DR. HAROLD HAYS said that all were familiar with the salpingoscope used through the nose, in order to get a view of the Eustachian tubes, but those who have employed this instru ment have not been able to get a distinct and definite image. The electric tongue depressor is limited in its capacity, as only the posterior pharyngeal wall and the oral cavity are plainly seen. Some few years ago an instrument for the examination of the Eustachian tubes and posterior nares was devised, but it could not be kept in position so as to give a distinct view. The instrument now presented was devised to obtain a view of the posterior nares and Eustachian tubes, and is based on the principle of the cystoscope.
Heretofore it has been difficult to see adenoids, particularly in children, and to make pathologic examinations of any part of the upper air passages not distinctly in view when the tongue is held down by a depressor. This instrument, called the pharyngoscope, is arranged with a horizontal and vertical shaft, the horizontal part containing the telescopic arrange ment in the center, and electric lights on either side at the inner end, the vertical part acting as a handle and containing the wires for connection to a rheostat.
The instrument is inserted in the mouth until the inner end is about one-sixteenth of an inch from the pharyngeal wall. The patient is then told to close his mouth, when the muscles become relaxed. The instrument can be retained in position for ten or fifteen minutes without any gagging. When the instrument is in position, with the lens pointing up, a distinct view of the pharyngeal vault is obtained. By rotating the inner tube or telescope the lens can be so placed as to see any point desired-the Eustachian tubes, posterior nares, epiglot tis, vocal cords, etc. With this little instrument Dr. Hays has been able to examine many pathologic conditions not usually seen-for example, a patient came to the New York Eye and Ear Infirmary, who had been treated for eustachian catarrh. By inserting this instrument, a very definite view was obtained of both eustachian prominences; the left one was perfectly free, but the other was entirely obstructed by a large adenoid growth. In another patient, suffering with chronic middleear catarrh, by means of the pharyngoscope small hypertrophied lymphoid follicles were seen around the orifices of the tubes. He has been able to examine the larynx m patients with extremely sensitive throats, who could yet retain the in strument in place for ten or fifteen minutes, allowing a careful examination to be made.
Another application of the instrument is now being worked out, namely, the possibility of catheterizing the eustachian tubes through the mouth instead of through the nose. Cathe ters on the style of the ureteral catheter will be passed through the instrument in such a way that when they enter the tubes the instrument itself can be withdrawn and the catheter still remain in place. One can thereby pass a sterile catheter through a sterile instrument into the middle ear, without fear of causing infection. The instrument cannot be sterilized by boiling, but, like the cystoscope, must be formalinized.
Dr. Hays showed several pictures of conditions seen through the instrument, and also demonstrated its application on a patient.
DR. FRIDENBERG said that his experience with the instru ment was limited, but that it seems to be a very practical one, and is easily used. It would be especially valuable for the examination of the larynx in children. Jn using the laryngo scope, when the child moves, the mirror has to be taken out and replaced, but with this instrument in place the child can struggle and cry as much as it likes and yet one can get a good view of the throat.
Another point is that the mouth can be kept closed while the instrument is being used. It promises to be a valuable method for studying the normal changes in the larynx during phonation. Still another field of usefulness is the inspection of the posterior nares in cases of suspected sinus disease.
Every one knows how difficult it is to trace the pus and dis cover its point of origin ; but after the nares have been washed out this instrument can be put in place and allowed to remain for five or ten minutes until the pus appears.
It does not give the ordinary laryngoscopic picture; so one is liable to be a little confused until the customary landmarks are found. In the drawing which he had made of the base of the tongue, it seems as though the patient had a marked hyper trophy of the lingual tonsil.
(Demonstration of the appearance of the throat with the instrument.)
The illumination is excellent, and the instrument can be kept in place for quite a long time. It certainly is an exceed ingly practical and valuable means of examining the pharynx.
DR. HAYS said that one point of which he had forgotten to speak was the suggestion made by Dr. Fridenberg that it would be a valuable instrument to take to the bedside for the purpose of examining the mouth of an unconscious patient. Also, though the instrument was intended for diagnostic purposes, rather than treatment, yet the patient can hold the instrument and enable the physician, to go through a consider able part of the treatment through the nares, and can look at the throat at the same time. Its capabilities and application were being carefully studied, and no doubt many improve ments can be made which will increase its usefulness. DR. DUEL said that this was a most valuable method of teaching anatomy, as it gives students an exact picture of the condition, and that one could profitably spend an evening over these pictures.
The object of these stereoscopic slides, which were prepared at the Anatomical Institute in Vienna, is to illustrate perspectively the anatomic relations of the various important landmarks of the temporal bone.
If this method of studying anatomy with the stereoscope were employed generally, it would greatly facilitate the com prehension of anatomic relations.
These specimens demonstrate the external, middle and inter nal, surgical relations of the ear.
Report of Cases of Herpes Oticus With Remarks on the 8yndrome
of "The Herpetic Inflammations of the Geniculate Ganglion" and the Zoster Zones of the Auricle.
DR. J. RAMSAY HUNT reported three cases of herpes oticus with neural complications, and still further elaborated the subject of herpetic inflammations of the geniculate ganglion. (Journal of Nervous and Medical Diseases, 1907 , 1909 , and Am. Journal of Medical Sciences, 1908 The syndrome under discussion is characterized by the gen eral symptoms of zona ; an eruption of herpetic vesicles on the cephalic extremity (head, face, ear and neck) in conjunc tion with facial palsy and auditory symptoms. The eruption may be situated in any of the zoster zones of the cephalic extremity.
Herpes facialis-Gasserian ganglion.
Herpes oticus-Geniculate ganglion of VII and jugular ganglion of X.
Herpes occipito collaris-II, III and IV cervical ganglia. The neural complications, facial palsy and symptoms refer able to the auditory nerve (cochlear and vestibular divisions) may occur singly or in combination with the eruptive manifes tations in any of the above mentioned zoster zones. Hence there may be Bell's palsy associated with an eruption of zoster vesicles in any of the cephalic zones, or there may be auditory nerve symptoms in conjunction with an eruption of zoster in the cephalic zone ; or both Bell's palsy and auditory disturb ances may occur in combination with zoster in the cephalic zone.
When these palsies occur they are to be referred to an her petic inflammatory process in a geniculate ganglion and the ganglion of the acoustic nerve. It is also possible in some cases that the auditory nerve is involved secondarily by an extension of the inflammatory process along the nerve sheaths in the depths of the internal auditory canal.
Dr. Hunt divides the cases of herpes oticus into two groups ; one, referable to the geniculate ganglion of the VII ; the other, to the jugular ganglion of the X. The zoster zone for the geniculate is represented on the concha and external meatus, tragus, antitragus, ant-helix, fossa of the ant-helix, and the lobule. That for the ganglion jugulare vagi, on the posterior wall of the auditory canal, posterior half of the tympanic mem brane, and a strip of the posteromesial surface of the auricle and adjacent mastoid region. He also expresses the opinion that the auditory ganglia, the ganglion spirale, and ganglion of Scarpa may be primarily involved in zona. These ganglia take their origin as outgrowths of the neural ridge, from which the cranial ganglia of the spinal type arise, and, like these ganglia, may be brought within the realm of herpes zoster-a disease characterized by an inflammation of ganglia of the so-called spinal type-so that in an acute unilateral dis ease of the auditory nerve, accompanied by symptoms of a mild general infection, especially after an exposure to cold, the possibility of a primary and isolated herpetic inflammation of the acoustic ganglia must be considered.
The presence of lymphocytosis of the cerebrospinal fluid, which is known to occur in herpes zoster, would be important evidence of the existence of such a condition, and would serve to differentiate it from the so-called "rheumatic palsies" of the auditory nerve.
In conclusion, Dr. Hunt emphasized the importance of test ing the hearing in all cases of zona of the cephalic extremity, in order to detect mild degrees of impairment, which would probably escape notice unless especially investigated. TYPES OF THE SYNDROME. I. Herpes zoster facialis; oticus; or occipito collaris, with facial palsy.
II. Herpes zoster facialis, oticus, and occipito collaris, with acoustic symptoms (deafness, and symptoms of Meniere's disease).
III. Herpes zoster facialis, oticus, and occipito collaris, with facial and auditory symptoms combined.
IV. Herpetic inflammation of the acoustic ganglia with auditory symptoms alone.
DR. LEDERMAN asked Dr. Hunt whether there is any con nection between these cases of herpes zoster and. in fection involving the cerebral cavity in cases of sinus throm bosis or meningitis where herpes of the auricle is noted. Dr. Gruening has reported several cases where he noticed herpes in this region associated with this serious form of infection.
DR. HUNT replied that a localization of herpes on the nose and lip is not uncommon in meningitis, belonging probably to the so-called "infectious group" of herpes, but it is also very probable that an extension of the inflammatory process from the ear along the nerve sheaths may involve the geniculate ganglion, thus giving rise secondarily to herpes zoster of geniculate origin, and this would be important evidence of the extension of the inflammatory process toward the cranial cavity. He has observed one case of endothelioma springing from the middle ear, in which herpetic pain and vesicles oc curred in the geniculate area, and which he regarded as indi cating a secondary involvement of the ganglion from with out, such as occurs in the spinal ganglia in cases of malignant disease of the vertebrae. DR. GEORGE E. DAVIS said that it was a most interesting paper, and doubly so since he also was a student and assistant to Dr. Alexander, who, in conjunction with Dr. Barany, had done much to elaborate and make practical. the functional tests in the diagnosis of labyrinthitis. He wished to say in re gard to Dr. Kerrison's statement as to his disbelief in the correctness of Dr. Alexander's and Dr. MacKenzie's obser vations as to the frequency of the reactions (nystagmus) of the galvanic tests, in their experiments on the deaf and dumb, when other tests proved negative-particularly the caloric test-he would offer the explanation that as the contact sur face for the caloric test is so limited for the application of heat and cold, that it is just possible one might not get a reaction, whereas you would obtain it from the galvanic test. A point in evidence is the fact that for a short time even after an operation on the labyrinth the galvanic reaction may be elicited.
Responding to Dr. Graef's remark, "that he did not be lieve the ear had anything to do with the-reaction (nystagmus) after turning, and that same was due to the attempt on the part of the patient to fix objects with his eyes while being turned and to recover when the turning ceased," Dr. Davis said that to demonstrate the error of Dr. Graefe's contention it was only necessary to mention that the "turning" test is made with the eyes closed, or with opaque glasses, to pre vent "fixation," and, indeed, the reaction (nystagmus) is even greater when fixation is obviated. Moreover we get nystag mus with the caloric and galvanic tests when the patients sit perfectly quiet.
DR. LEDERMAN inquired whether or not, in testing with the caloric test, where the test is negative, it would not be possi ble to have some form of cerebral growth which would cause symptoms of nystagmus, vertigo and nausea. Some years ago he had presented a case before the Section showing the symp toms which may arise from pressure on the semicircular canal. The patient was a colored woman, who had been shot with a bullet, which had lodged in the external wall of the internal ear, resting on the facial aqueduct and horizontal canal, with symptoms of facial paralysis, vertigo, nausea, etc. This condition had existed for three years when he first saw her. She had then a chronic suppurative otitis with a fibromyxoma filling the canal, with pus in the canal and middle ear. She was 24 years of age, and was unable to go around without assistance, on account of falling to the affected side. It was impossible to examine the middle ear at first on ac count of the growth. That was removed by means of a snare, and after removing it and cleansing the canal, the foreign body was seen in the ear, surrounded by osseous deposit. It was impossible to remove the bullet through the canal, and a radical operation was done, but the bullet was wedged in so tightly that it had to be chiselled away. Seventy grains of lead were obtained after the operation. The symptoms of vertigo and nausea disappeared in about four weeks, and the woman had fair hearing. This case was of interest in connection with Dr. Kerrison's statement that sometimes these cases may pre sent evidence of disturbed equilibrium after the symptoms have disappeared. In my case such disturbance remained for three years after the traumatic lesion.
DR. GRAEF said that it was customary when new ideas de veloped to claim everything in sight to prove them. One point dwelt upon to-night, he thought, had no necessary con nection with the labyrinth. He understood that Dr. Kerrison had meant to use it as an analogy to prove his case. If you set a patient in a revolving chair and whirl him around, he will have nystagmus toward the opposite side when stopped. He understood Dr. Kerrison to say that this was an indica tion of disturbance in the labyrinth ; this, he felt, could not be said with certainty. When turning the head around, the eyes are constantly seeking the point toward which they are turn ing-then, when the motion is stopped, they immediately try to right themselves and a wavering motion results for a brief time. The exact opposite will occur when the patient is turned to the left. If nystagmus is so important a symp tom, we ought to make sure of its limitations. A familiar ex ample of nystagmus of a somewhat similar type is the classical form known as "miner's nystagmus." These men develop such a condition in the eyes from the position assumed by them at work, and here, again, the labyrinth plays no part.
DR. DAVIS said if you use the caloric test you do not get that.
DR. GRAEF pointed out that he referred only to the turning test and had no reference to the effects produced by applica tion of heat or cold to the ear.
DR. COHEN said that he wished to corroborate Dr. Kerrison's test. He had seen two cases of labyrinth disease which responded favorably to Barany's tests, especially the caloric test.
DR. DUEL asked if there was complete absence of the nys tagmus in the two cases operated upon, and Dr. Cohen replied in the affirmative. Dr. Alexander also uses an instrument which Dr. Kerrison had not shown, namely, a single silk-cov ered rubber tube (12 feet long), of which one end is placed in the patient's ear, the other end used by the physician for whis per or conversation voice; this method tests complete deaf ness of each ear. DR. KERRISON, in closing the discussion, referred to the statement of Dr. Davis that the galvanic test was useful in some cases in which the caloric test was not. Dr. Kerrison thought that the galvanic test might have corroborative value ; but that so many contradictory reactions had been reported that it could not, taken alone, be relied upon as a test of vestibular irritabiltiy.
Replying to Dr. Lederman's question as to the value of the caloric test in cases of spontaneous nystagmus depending upon brain tumors, etc., Dr. Kerrison said the caloric test would hardly be employed in such a case, its chief value being in cases in which spontaneous nystagmus was absent.
Dr. Graef had said that the nystagmus resulting from the turning or rotation experiment was a phenomenon having nothing to do with the labyrinth. This view was obviously and demonstrably erroneous. It has long been known that endolymph movements in the different canals gives rise to nystagmus, which differs in character according to the canals involved and the direction of the endolymph displacement. The rotation of a person, seated with head erect, about a ver tical axis, gives rise to displacement of the endolymph in the two horizontal canals, and produces a nystagmus character istic of this displacement
